Results: The overall 30 day mortality was 7% (n ¼ 10). No patient died in the PAU group, 5 patients (4%) in the TBD group, 3 (2%) in the aneurysm group, and 2 (1%) in the ATAT group (P ¼ .17). Seven of the 10 deaths were aortic related. Permanent and temporary neurologic dysfunctions were observed in five patients (PAU, n ¼ 2; TBD, n ¼ 2; DTA, n ¼ 1) and nine patients (PAU, n ¼ 3; TBD, n ¼ 3; ATAT, n ¼ 2; DTA, n ¼ 1; P ¼ ns). Early reintervention (within 30 days) was needed in seven patients in the TBD group. The causes were endoleaks in five patients (type Ia, n ¼ 3; type Ib, n ¼ 1; type Ib and II, n ¼ 1), postdilatation in one patient, and repeat dissection in another patient. Six patients underwent a second intervention, and the remaining one had conventional surgery (P < .005 between the treatment groups). The overall rate of persistent primary and secondary endoleaks was 20% and 7%, respectively (P < .05). Overall mortality was 86%, 82%, and 67% at 1, 2, and 5 years with significant differences between the four treatment groups (P < .05; Fig) .
IP089.

Options for Preservation of Pelvic Circulation During Endovascular Aortic Aneurysm Repair
Mathew Wooster, Adam Tanious, Marcelo Giarelli, Paul Armstrong, Martin R. Back, Murray L. Shames. University of South Florida, Gainesville, Fla
Objectives: Maintenance of pelvic circulation reduces risks of ischemic colitis, buttock claudication, erectile dysfunction, and spinal cord ischemia during the treatment of aortoiliac aneurysmal disease. We evaluated the use of four techniques for preservation of flow to hypogastric arteries.
Methods: All patients undergoing endovascular aneurysm repair requiring extension into the external iliac artery (and therefore management of the hypogastric artery) at a single institution were reviewed from 2006 to 2016. Choice of preservation vs embolization and preservation technique was at surgeon discretion. Four techniques were used in the series: external-to-internal iliac artery endovascular bypass (EIA-IIA), iliac branch endograft (IBD), kissing iliac stents extended from the gate of a bifurcated endograft (parallel grafts), and double bifurcated main-body graft use. Surveillance included duplex ultrasound imaging 1 month and 6 months postoperatively and annually thereafter for patients who required cross-femoral bypass (with the EIA-IIA bypass). For the remainder of patients, surveillance computed tomography scan (with selective contrast usage) was done 1 month postoperatively and annually thereafter.
Results: Thirty-two patients (mean age, 70 years; 97% male) were treated, preserving 36 hypogastric arteries. Most were treated for primary disease (n ¼ 20), and the remainder was secondary interventions following open repair (n ¼ 4) or endovascular repair (n ¼ 8). Thirty patients had bilateral common iliac aneurysms, one had bilateral hypogastric aneurysms, and the remaining 18 had unilateral common iliac aneurysms. There was no preference for laterality (right, n ¼ 20; left, n ¼ 16) . Proximal extension requiring snorkel/fenestration was present in seven patients. Seventeen aneurysms were treated with EIA-IIA bypass, 2 by IBD, 4 with double-bifurcated endografts, and 13 with parallel grafts. Technical success was 100%, with mean operative time 182 minutes and 71 mL contrast usage (range, 30-275 mL) . Median length of stay was 3 days (range, 1-13 days). Over a mean follow-up of 22 months, there were no aortic-related mortalities, one EIA-IIA bypass occlusion (asymptomatic), and one reintervention (for type II endoleak). There were no additional endoleaks and no sac growth.
The incidence of bowel ischemia, buttock claudication, and paralysis was zero in the series.
Conclusions: While it is not yet clear which patients warrant preservation vs embolization, multiple techniques exist for preservation of pelvic circulation during endovascular repair. All four techniques presented appear to offer acceptable success and patency rates, and the optimal technique for each patient is largely a factor of preoperative selection based on anatomy and surgeon experience.
Author Disclosures: P. Armstrong: Nothing to disclose; M. R. Back: Nothing to disclose; M. Giarelli: Nothing to disclose; M. L. Shames: Medtronic and W. L Gore: speaker's bureau; A. Tanious: Nothing to disclose; M. Wooster: Nothing to disclose.
IP091. Transfer Time May Not Impact Morbidity and Mortality for Ruptured Abdominal Aortic Aneurysm
Benjamin Jacobs, Brooklyn Fillinger, Jonathan L. Eliason, Peter Henke, Dawn M. Coleman. University of Michigan, Ann Arbor, Mich
Objectives: Massive hemorrhage from ruptured abdominal aortic aneurysm (rAAA) can be rapidly fatal. The trauma literature supports the concept of a "golden hour" after injury, following which morbidity and mortality increase. While prior research has focused on centralization of care in rAAA patients, the affect of transport time on outcome in these patients is insufficiently investigated. We hypothesized that duration of transfer would be associated with worse outcomes in rAAA patients.
Methods: We conducted a single-institution, retrospective review of patients with rAAA (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) (2016) . Thoracoabdominal aneurysms were excluded. Patients with Current Procedural Terminology codes matching rAAA were extracted from the medical record, along with comorbidities and patient characteristics. Transfer call time, emergency department arrival time, and operating room arrival time were extracted from the medical record. Intervals were calculated and analyzed as continuous variables. Perioperative outcomes, including morbidity and mortality were analyzed by Stata software using Student t-test, Fisher exact test, and simple and multiple linear regression.
Results: We identified 59 patients with rAAA between 2008 and 2016, of which 50 were interhospital transfers. Eight were excluded due to missing data on time of transfer call. Median, minimum, and maximum transfer times were 3.3 hours, 1.05 hours, and 23.3 hours, respectively. Mean aneurysm size was 7.6 6 1.97, and mean age at rupture was 69 6 11.6 years, with 36 infrarenal (72%), 11 juxtarenal (22%), and 2 suprarenal (4%). Baseline characteristics were similar across all patients. A total of 39 patients survived to discharge. Overall mortality was 10%, and the overall rate of complication was 56%. We found no association between prolonged transfer time and admission heart rate (P ¼ .131), mean arterial pressure (P ¼ .072), or hematocrit (P ¼ .755). Transfer to operating room time was not associated with greater estimated blood loss (P ¼ .884) or increased transfusion of packed red blood cells (P ¼ .141), platelets (P ¼ .152), fresh-frozen plasma (P ¼ .161), or crystalloid resuscitation (P ¼ .453). There was no association between transfer time and morbidity (P ¼ .267) or mortality (P ¼ .668). Length of stay was not increased with prolonged transfer (P ¼ .278).
Conclusions: Transfer patterns for rAAA at a regional level appear efficient within these data, and we found no association between transfer request-to-emergency department and request-to-operating room interval (Fig) with intraoperative or postoperative outcomes. Patients with longer transfer times were not sicker on arrival, supporting contained rupture. It is likely that the pathophysiology of rAAA is such that survival beyond the "golden hour" predicts a less malignant presentation and ability to maintain physiologic function beyond this time. While timely transfer is preferred, prolonged transfer times, within reason, do not predict morbidity or mortality.
Author Disclosures: B. Fillinger: Nothing to disclose; D. M. Coleman: Nothing to disclose; J. L. Eliason: Nothing to disclose; B. Jacobs: Nothing to disclose; P. Henke: Nothing to disclose.
IP093. Early Results of F-EVAR Using CMSG or PMSG for AAA or Dissection Involving Visceral Artery
Xiangchen Dai, Jiechang Zhu. Tianjin Medical University General Hospital, Tianjin, China
Objectives: The goal of this study was to evaluate the early results of fenestrated endovascular aortic repair (f-EVAR) using custom-made stent graft (CMSG) or physician-modified stent graft (PMSG) to revascularize the visceral artery for the patients with abdominal aortic aneurysm (AAA) or dissection involving visceral artery.
Methods: We evaluated the early results of fenestrated endovascular aortic repair (f-EVAR) using custom-made stent graft (CMSG) or physician-modified stent graft (PMSG) to revascularize the visceral artery for the patients with AAA or dissection involving visceral artery.
Results: The median patient age was 67 years (range, 49-75 years), and seven of the nine patients (77.78%) were men. One CMSG and eight PMSGs were deployed. Indications were AAA with short infrarenal proximal landing zone (n ¼ 8) and chronic dissection involving visceral arteries (n ¼ 1). Twenty-two visceral arteries were revascularized (15 renal arteries, 6 superior mesenteric arteries, 1 celiac artery). Median duration for stent graft modifications was 55 minutes (range, 30-75 minutes). PMSGs with 1 fenestration were deployed for 2 patients, 1 fenestration combined with 1 scallop for 1 case, 2 fenestrations for 1 case, 2 fenestrations combined with 1 scallop for 4 cases, and 4 fenestrations for 1 case. Primary technical success rate was 88.89% (8 of 9). One type III endoleak occurred. Mean operative time was 181 6 45 minutes, and fluoroscopy time was 45 6 28 minutes. There were no in-hospital deaths and no perioperative mesenteric ischemia complications. Median length of postoperative stay was 10 6 6 days (range, 7-28 days). Renal dysfunction occurred in three cases during 7 postoperative days and improved with medical treatment. Mean follow-up period was 8.6 months (range, 1-24 months). The Doppler follow-up for two cases with renal dysfunction at 3 months showed no endoleak and patency of PMSG and branch stent graft. Computed tomography angiography was performed for other seven cases postoperatively. One branch stent graft was found occluded at 6 months. Patency and no endoleak of fenestrated stent graft and branch stent grafts were found from the images of another six cases.
Conclusions: F-EVAR with PMSG may be a viable alternative for patients with AAA or dissection involving visceral artery and unable to wait for CMSG.
Author Disclosures: X. Dai: Nothing to disclose; J. Zhu: Nothing to disclose. Objectives: Endovascular aneurysm repair has been shown to reduce mortality in the emergent repair of ruptured abdominal aortic aneurysms (AAA). However, long-term survival data for this group of patients are lacking with contemporary endovascular endografts. The purpose of this study was to evaluate 30-day mortality rates and 1-year survival in patients undergoing emergent EVAR in a 43-facility hospital system with a quaternary referral center with an established ruptured aneurysm protocol.
IP095.
Long-Term Survival of Ruptured Abdominal Aortic Aneurysms in the Contemporary
Methods: This was a retrospective analysis of patients captured prospectively in an Institutional Review Board-approved registry for patients treated emergently for AAA 2012 and 2017. Primary outcome measures were 30-day mortality and 1-year survival for the entire group, as well as for symptomatic and ruptured aneurysms. Data were analyzed using logistic regression survival curves, and a log-rank test was performed to compare survival between open and endovascular repair. Patients were evaluated on an intent-to-treat basis and outcomes evaluated in a multivariate model.
Results: A total of 249 patients were referred as part of the protocol. Of these, 102 (41%) were treated emergently. The 30-day and 1-year survival was 63% and 42% for all patients, 58% and 37% for ruptured patients, and 85% and 62% for symptomatic patients (Fig) . EVAR resulted in improved 30-day (64% vs 31%; odds ratio, 4.0; P ¼ .03) and 1-year survival (40% vs 23%; odds ratio, 2.3; P ¼ .35) over open repair. Significant predictors for 30-day mortality included hypotension (P ¼ .0003), blood transfusion (P < .0001), length of stay (P ¼ .0005), extravasation (P ¼ .01), preoperative cardiopulmonary resuscitation (P ¼ .04), open repair (P ¼ .0068), aortouniiliac reconstruction (P ¼ .0079), and abdominal compartment syndrome (P ¼ .0067). Significant predictors for 1-year mortality included advanced age (P ¼ .04), hypotension (P ¼ .01), blood transfusion (P ¼ .006), extravasation (P ¼ .03), reintubation (P ¼ .03), and abdominal compartment syndrome (P ¼ .03). There were no differences in outcomes based on race, gender, or outside transfer. Peripheral arterial disease (P ¼ .04), hypertension (P ¼ .04), coronary artery disease (P ¼ .03), and familial history (P ¼ .05) of aneurysms was related to increased 30-day mortality. Peripheral arterial disease (P ¼ .059) and coronary artery disease (P ¼ .067) were nearly significant, with increased 1-year mortality.
Conclusions: EVAR is associated with improved survival compared to open repair in patients requiring emergent AAA repair. However, 
